IMRT Decreases Long-Term Side Effects of Radiotherapy in Head, Neck Cancer

Intensity-Modulated Versus Conventional Radiation Therapy for Oropharyngeal Carcinoma: Long-Term Dysphagia and
Tumor Control Outcomes. McBride SM, Parambi RJ, et al: Head Neck 2014; 36 (April): 492-498 Intensity-modulated radiotherapy can decrease long-term xerostomia, but there is a potential for increased rates of esophageal strictures.
Background: Intensity-modulated radiotherapy (IMRT) has essentially replaced conventional radiotherapy, and IMRT is currently the standard of care for head and neck cancer patients who require radiotherapy. A phase III clinical trial sparing the parotid gland called PARSPORT showed that IMRT reduced xerostomia and quality of life for head and neck cancer patients in 2011.
Objective: The authors of this report examined their cohort analysis that compared IMRT versus conventional radiotherapy for oropharyngeal tumors in the head and neck. Participants/Methods: The authors included 132 patients with stage 3 and 4 oropharyngeal carcinoma treated with either IMRT or conventional radiotherapy; 56 received conventional radiotherapy (CRT) while 76 received IMRT. About 20% in each group were stage 3, while the rest were stage 4. The subsites were equally divided between base of tongue and tonsil. Results: IMRT patients had xerostomia rates of 6% at 3 years, while CRT had xerostomia rates >25%. There was no difference between the 2 cohorts in terms of long-term PEG dependence and shorter duration of PEG, but 50% of the IMRT group were PEG independent by 3 months, while only 14% of the CRT were PEG independent by this time. Unfortunately, 5% of the IMRT patients had increased rates of esophageal stricture, while the CRT had no incidences of strictures. Another interesting finding was that IMRT had an improved locoregional control rate that was associated with improved disease-specific mortality on a multivariate analysis to adjust for T stage and smoking status.
Conclusions:
The authors recommended the ongoing use of IMRT for advanced head and neck oropharyngeal carcinoma. Reviewer's Comments: There are some confounders that limit the finding that IMRT has improved oncologic control in this study. First, the 2 cohorts received different chemotherapeutic agents. The IMRT group had higher rates of cetuximab use. Secondly, the study was not powered to determine for differences in survival between the 2 cohorts. Third, the study did not segregate the HPV status of the oropharyngeal tumors, and the IMRT group may have had more HPV-positive tumors. However, their findings on long-term toxicities are convincing and consistent with other reports. The take-home message is that IMRT for oropharyngeal tumor can decrease the long-term side effects of radiotherapy. (Reviewer-Young J. Kim, MD). Mastoid dressings may not be necessary for all otologic surgery; however, there may be other benefits to the dressings, such as protecting the wound from trauma or collecting postoperative serous drainage.
Are Mastoid Pressure Dressings Necessary?
Background: Mastoid dressings are commonly applied after otologic surgery in order to prevent hematoma or seroma formation. The application of a mastoid dressing is a relatively simple maneuver, but there is not conclusive evidence that the dressings prevent postoperative complications. Objective: To evaluate whether the application of mastoid dressings prevents postoperative hematoma or seroma formation in otologic surgery patients. Design/Methods: A systematic literature review was performed, which included studies analyzing 2 outcome measures. One was for reduction of postoperative hematoma or seroma formation in patients with mastoid dressings; the second outcome was complications resulting from the application of mastoid dressings. Studies were assessed for their level of evidence, number of participants, and outcomes.
Results: 5 studies were identified. Of those, 2 studies were level 1b, 2 were level 2b, and 1 was level 4 of evidence. Overall, the studies did not support the routine use of a mastoid pressure dressing for preventing postoperative hematoma or seroma formation.
Conclusions:
There is no significant benefit to mastoid dressings in preventing hematoma or seroma formation following otologic surgery. However, there may be other benefits to the dressings, such as protecting the wound from trauma or collecting postoperative serous drainage. Reviewer's Comments: There is actually a fairly good amount of evidence for these authors to draw from, and they do a good job in analyzing the data. Their conclusions are not surprising. It is intuitive that good meticulous intraoperative hemostasis is more important than the type of dressing that is applied to the wound. They also acknowledge that there are other benefits of mastoid dressings besides just hematoma and seroma prevention. The dressings are especially important in children, who may cause manual trauma to the wound site if the dressing is not applied. The authors do a good job in qualifying their conclusions by mentioning these benefits. (Reviewer-Josef Shargorodsky, MD, MPH).
What Is the Role of Tympanostomy Tubes in the Treatment of Recurrent Acute Otitis Media?
Whittemore KR Jr:
Laryngoscope 2013; 123 (January): 9-10
Antibiotic therapy alone may be sufficient for children with recurrent acute otitis media.
Background: Recurrent acute otitis media (AOM) is defined as 3 episodes of AOM within a 6-month span or 4 episodes in 1 year. Although the American Academy of Otolaryngology-Head and Neck Surgery recommends tympanostomy tubes for recurrent otitis media, there is debate about the effectiveness of tubes versus antibiotic therapy. Objective: To evaluate whether surgical management or antibiotics should be the first-line treatment for children with recurrent AOM. Design/Methods: A systematic literature review was performed, which included studies analyzing the effectiveness of treating children with AOM with antibiotics as opposed to proceeding to surgical placement of tympanostomy tubes. Studies were assessed for their level of evidence, number of participants, and outcomes.
Results: 3 studies were identified. Of those, 1 study was a systematic literature review and 2 were metaanalyses of prospective studies, giving the level of evidence of 1b. Overall, the studies demonstrated that, in many children, antibiotic management is an effective first-line approach to recurrent AOM. Children who are very symptomatic may benefit more from upfront surgery.
Conclusions:
The authors of this study recognize that there is not enough evidence to make a definitive conclusion, but propose that the available evidence indicates that trying conservative management with antibiotics is a viable approach for most children with recurrent acute otitis media. Reviewer's Comments: The authors rightfully acknowledge that the amount of evidence is not great, but try to make conclusions from it nonetheless. They suggest that there is currently not enough evidence to strongly support tympanostomy tube placement over antibiotic management for children with recurrent acute otitis media. This review is clinically useful in that it shows that both the medical and surgical options can be viable approaches. Ultimately, the treatment approach is likely to depend most on the individual patient characteristics and physician preference. (Reviewer-Josef Shargorodsky, MD, MPH).
Is Facial Nerve Integrity Monitoring of Value in Chronic Ear Surgery?
Heman-Ackah SE, Gupta S, Lalwani AK:
Laryngoscope 2013; 123 (January): 2-3
The evidence indicates that intraoperative facial nerve monitoring is an effective tool to prevent facial nerve injury in otologic surgery.
Background: Injury to the facial nerve is a devastating complication of middle ear and mastoid surgery. The use of intraoperative facial nerve monitoring has been proposed as a potential method to reduce the incidence of iatrogenic facial nerve injury. Although many surgeons employ intraoperative facial nerve monitoring for middle ear and mastoid operations, the effectiveness of facial nerve monitoring in preventing such injuries has not been established. Objective: To evaluate whether intraoperative facial nerve monitoring during otologic surgery decreases the incidence of iatrogenic facial nerve injury. Design/Methods: A systematic literature review was performed, which included studies analyzing the clinical and cost-effectiveness of intraoperative facial nerve monitoring for middle ear and mastoid operations. Studies were assessed for their level of evidence, number of participants, and outcomes.
Results: 5 studies were identified. All of the studies were level 4 evidence, with 4 case series and 1 costeffectiveness analysis based on the available literature. Overall, the studies demonstrated that intraoperative facial nerve monitoring is a valuable and cost-effective tool to decrease the incidence of facial nerve injury.
Conclusions:
The evidence indicates that intraoperative facial nerve monitoring is an effective tool to prevent facial nerve injury in otologic surgery. Reviewer's Comments: Given the readily available nerve monitoring technology, it is important to evaluate whether the monitoring is of value to the surgeon and patient. Despite the numerous distracting grammatical errors and the inaccurate depiction of level 4 studies as "randomized controlled trials" in this article, the demonstrated value of intraoperative nerve monitoring is important. This review is clinically useful in that it demonstrates both the clinical effectiveness and cost-effectiveness of intraoperative facial nerve monitoring for patients undergoing middle ear and mastoid surgery. (Reviewer-Josef Shargorodsky, MD, MPH). Contrast-enhanced MRI is the most appropriate imaging modality for patients with unilateral non-pulsatile tinnitus.
Is Surgery Necessary for All Vocal Fold Polyps?
Background: Tinnitus is the perception of sound in the absence of true external stimuli, and is extremely common. For patients with unilateral tinnitus, there is always a concern for either a vascular or neoplastic etiology. These concerns generally help guide the clinician to imaging studies. No ideal imaging modality has been defined in this patient population. Objective: To evaluate the appropriate role of imaging in patients with tinnitus. Design/Methods: A systematic literature review was performed, which included studies analyzing the effectiveness of different imaging modalities in patients with different tinnitus characteristics. Studies were assessed for their level of evidence, number of participants, and outcomes.
Results: 5 studies were identified, with an overall level of evidence of 2b. Overall, the studies demonstrated that patients with tinnitus can be stratified into ideal imaging groups based on their tinnitus characteristics. Those with unilateral non-pulsatile tinnitus did best with contrast-enhanced MRI, while those with pulsatile tinnitus were found to be most appropriate for a temporal bone CT angiogram/venogram.
Conclusions:
The imaging modality depends on the tinnitus characteristics. Certainly, imaging is necessary to identify dangerous tinnitus etiologies such as vascular abnormalities or neoplasms, and the imaging modalities should be chosen depending on the perceived risk of these diagnoses as the cause of the patient's tinnitus. Reviewer's Comments: The authors do a nice job identifying relevant studies and providing comprehensive study descriptions. One big weakness of this study is that there is no figure or table to summarize the data. That would have helped, given that they identified 5 high-quality studies for review. On the other hand, they provide a very concise and clear Best Practice summary at the end, defining exactly which patients were shown to benefit from each of the imaging modalities. This review can help the clinician determine which imaging modality is ideal for a given tinnitus patient. (Reviewer-Josef Shargorodsky, MD, MPH). Not all orbital blowout fractures need to be repaired immediately.
Surgical Intervention for Orbital Blowout Fractures
Background: Isolated orbital blowout fractures are those that involve the orbital floor without affecting the remaining orbit or other facial bones. Although recommendations have been made for a wide range of time windows for repair of these fractures, no definitive consensus has been reached. Objective: To evaluate the optimal timing for surgical repair of isolated orbital blowout fractures. Design/Methods: A systematic literature review was performed, which included studies analyzing outcomes in patients with isolated orbital blowout fractures. Studies were assessed for their level of evidence, number of participants, and outcomes.
Results: 5 studies were identified. Of those, 1 study was level 2b, 3 were level 3a, and 1 was level 4 evidence. Overall, the studies demonstrated that the timing of repair should depend on associated ophthalmologic injuries. Patients with bony fragments affecting the optic nerve, orbital asymmetry or hypoglobus, presence of bradycardia due to an oculocardiac reflex, or significant extraocular movement restriction without significant ecchymosis or edema ("white-eyed" fracture) did better with immediate repair. All other fractures did equally well if they were repaired early or in a delayed fashion. Conclusions: Immediate repair of isolated orbital blowout fractures is necessary in patients with severe ophthalmologic complications of the fracture; in others, the repair can be delayed for up to 1 month. Reviewer's Comments: The question the study asks is a good one, as the timing of surgical repair of orbital fractures varies between surgeons and medical centers. Given that there is no true consensus, it was good to review the literature to find an outcomes-based answer to this question. Unfortunately, the evidence is somewhat limited, with no randomized controlled studies available. The authors could have done a better job of presenting the evidence in a concise manner with a summary table. But overall, this review provides a recommendation on the timing of repair of the fractures, based on ophthalmologic effects of the fractures.
(Reviewer-Josef Shargorodsky, MD, MPH). Children with uncomplicated acute mastoiditis can be treated with intravenous antibiotics for the first 48 hours prior to obtaining CT imaging.
Managing Acute Mastoiditis in Children
Background: Acute mastoiditis is a common complication of acute otitis media. It involves inflammation of the mastoid air cells, and presents with pain, swelling, erythema, and mastoid tenderness. CT imaging is generally obtained during diagnostic workup, and the traditional treatment is a cortical mastoidectomy. However, newer evidence has suggested that more conservative approaches may be effective. Objective: To evaluate the current literature to create an evidence-based algorithm for the treatment of acute mastoiditis in children. Design/Methods: A systematic literature review was performed, and included studies analyzing diagnostic and treatment outcomes for acute mastoiditis in children. Studies were assessed for their level of evidence, number of participants, and outcomes.
Results: 5 studies were identified; of those, 3 studies were level 2 and 2 were level 4 evidence. Overall, the studies demonstrated that children presenting with uncomplicated mastoiditis can be initially treated with intravenous (IV) antibiotics. CT should be obtained if there is no improvement after 48 hours. If there is evidence of subperiosteal abscess, it should be drained via an incision or needle aspiration. Conclusions: An upfront CT is not necessary in all cases of acute mastoiditis. The authors propose that conservative treatment is appropriate as a first step in children with uncomplicated mastoiditis. Reviewer's Comments: The authors acknowledge that none of the studies are level 1 or even 2 evidence. They do the best with what they have to work with, creating a useful, although intuitive, algorithm. The biggest difference from the current standards is that they propose not obtaining a CT until first trying 2 days of IV antibiotics. One has to be very cautious with that approach, and should be ready to obtain imaging on any sign of mastoiditis complications. They do point out that older children also tend to present differently from younger children, and may require more aggressive treatment approaches. This review provides a simple algorithm that may allow safe treatment of children with acute mastoiditis while minimizing aggressive imaging or surgical management. (Reviewer-Josef Shargorodsky, MD, MPH).
